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A CLINICAL CONTRIBUTION TO THE SUBJECT OF 
SYMPHYSIOTOMY. 

By Egbert H. Grandin, M.D., 

OF NEW YORK. 

Never in the history of obstetrics has the motto Festina lente been 
more appropriate to be inscribed on the crest of physician and obstetrician 
than at present. We are apparently on the verge of a “symphysiotomy 
wave,” born of the enthusiasm awakened by the reports from Italy and 
France of the wonderful results yielded by this rejuvenated operation. 
Needless to recall the great abuse resulting from the “abdominal section 
wave” which reached these shores from Birmingham, England, about 
twelve years ago, in order to sound a note of warning lest the obstetrician 
be led astray even as many of us were as gynecologists. Symphysiotomy 
in this country must be judged by the fruits it yields here, and until the 
harvest of cases is ripe os regards ultimate results, it will be wise to 
temper enthusiasm and to weigh the operation after the most judicial 
fashion. Every physician, every obstetrician, hopes in the bright future 
of the operation; for, this assured, embryotomy ceases to be justifiable 
on the living, and excessive pressure on the foetal brain by protracted 
forceps—moulding being avoided—the number of cranks, idiots, and epi¬ 
leptics in the world will decrease. We must not, however, allow these 
hopes to swerve us in the present toward an operation which, in this 
country, is only on trial. We must await the essential verdict of 
American obstetricians in regard to the ultimate integrity of the gymphyxis. 
Should it be proven in this country that close apposition, no interference 
with locomotion, no mobility at the symphysis is the rule, then, and 
only then, should the operation secure with us the standing it holds in 
Italy and in France. 

At the present I would hold it may fairly be claimed that symphysi¬ 
otomy should not have a mortality rate, where it is resorted to on a 
patient not exhausted by protracted labor, or by ineffectual attempts at 
delivery by other means and on a patient not septic. Other things 
equal, further, the child should be saved. Injury to the bladder and 
urethra is avoidable. Hemorrhage is only likely to occur where an im¬ 
proper incision is made, and if it do occur it may be controlled. Sepsis 
here, as elsewhere in surgery, means faulty technique. 

My individual experience leads me to favor a primary incision ex¬ 
tending upward from the pubic eminence. I regard the incision down¬ 
ward, to one or the other side of the clitoris, as faulty and unnecessary. 
I believe it to he better practice to avoid, where possible, the cutting of 
the insertion of the recti. The finger should be inserted between the 
recti, and, when hooked under the symphysis, should remain there in 
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order to guard against injury to the bladder and the urethra. The 
incision through the symphysis should be made from above downward, 
and from without inward. The subpubic ligament should be severed by 
cutting down on the finger and not by upward cutting by the Galbiati 
knife or its modifications. Whilst it is well to possess Harris’s modi¬ 
fication of this knife, in the average case a stout bistoury will suffice for 
the operation. The subpubic ligament must be severed in order to secure 
the separation at the symphysis which leads to increase in the pelvic 
diameters. When bringing the bones in apposition, after having effected 
delivery of the foetus, especial care must be taken to depress thoroughly 
the urethra and the vesical neck, else, as happened to my first case, these 
portions of the urinary apparatus may be nipped and a vesico-abdominnl’ 
fistula will result. 

These, very briefly, are the general conclusions I am prepared at the 
present to advance, and they are based on the following clinical expe¬ 
rience : 

Case I.—Mary, aged nineteen years; nullipara; at term. When I 
was called to this patient the membranes had been ruptured for four 
hours; the first stage was completed; the vertex was presenting, well 
flexed in the left anterior position. Notwithstanding strong uterine con¬ 
tractions the fatal head remained wedged at the brim. The fatal heart 
was 160 and irregular, the maternal pulse varied from 120 to 128. The 
pelvic measurements were: 


Spines.82 inches. 

Crests.92 “ 

Antero-posterior, about.7 “ 

Conjugata vera (under chloroform).3J “ 


The pube9 were deep and the sacral promontory projected in a sharp spine. 

Version being contra-indicated, I applied the forceps, but I was unable 
by judicious traction to bring down the head. I at once elected sym¬ 
physiotomy, and made a primary incision extending upward three inches 
from the pubic eminence. I separated the recti with my finger and 
inserted this under the symphysis. With an ordinary bistoury I made 
the section of the symphysis from above downward and from without 
inward to the subpubic ligament. The fatal head being wedged at the 
brim, interfered greatly with the severing of the inferior ligament of the 
pubes by the Galbiati knife. On completion of the operation the pubes 
separated to the extent of 1* inches, this space being increased to the 
extent of 1 inch during difficult forceps extraction. Deep silkworm-gut 
and superficial catgut sutures were used to bring the tissues together. 
During the pubic section and in bringing the bones together the urethra 
was depressed carefully. 

The diameters of the fatal head were: 

Bi-temporal.3 inches. 

Bi-parietal.31 “ 

Sub-occipito-bregmatic.32 “ 

Occipito-frontal.4| 

Occipito-mental.5 “ 

Circumference.13J “ 

Weight of child (a female).7.1 pounds. 
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The posterior fontanelle had closed, and the anterior was two-thirds below 
the usual size. 

The operation was performed on February 11,1893. At this writing, 
March 31, 1893, the child is alive and thriving, and the mother walks 
without difficulty. The convalescence of this patient was unusually 
stormy. Two days after delivery a deep and extensive sub-mammary 
abscess was opened. On the seventh day a mural abscess broke through 
the line of incision (the result of using catgut for superficial sutures?) ; 
on the tenth day a vesicoabdominal fistula appeared; and later a catarrhal 
laryngitis and a double crural phlebitis. The fistula closed spontaneously; 
the patient was first out of bed on the fifteenth day, and walked for the 
first time on the thirty-fifth day. There exists close union at the sym¬ 
physis, and no mobility. 

Remarks. —This woman could only have been delivered otherwise of 
a living child by the C;esarean section, and symphysiotomy was elected 
in order to avoid stillbirth and embryotomy of the living child. The 
child might have been dragged through by forceps, but dead and at the 
expense of the maternal soft parts. Brute traction no longer, however, 
plays a part in scientific obstetrics. 

The abdomino-vesical fistula was due to one of two causes: The foetal 
head being wedged at the brim, the neck of the bladder may have been 
injured during the insertion of that clumsy instrument—the Galbiati 
knife; or, notwithstanding the care with which the urethra was de¬ 
pressed, the bladder was nipped by the pubic bones when they were 
brought in apposition. The accident, however it occurred, is prevent¬ 
able, and in nowise argues against the operation of symphysiotomy. 

Case II. —Mary, aged twenty-three years; nullipara; 4 feet 6 inches 
in height; infantile pelvis, with the following measurements: 


Spines.9$ inches. 

Crests ..9J “ 

Antero-posterior . . . -.6J “ 

Conjugata vera (under chloroform).3+ " 


The patient came under observation about seven weeks before term. 
After consultation with my colleague. Dr. R. A. Murray, three separate 
attempts were made to induce premature labor. On two occasions 
glycerin was injected into the uterus, the patient being in Sims’s posi¬ 
tion and the pelvis elevated. The first attempt was absolutely futile; 
the second attempt was followed by strong uterine contractions and a 
profuse discharge of serum. I next endeavored to induce labor by 
packing the cervical canal and the upper vagina with gauze. This also 
failed in the desired result. On February 20, 1893, spontaneous labor 
set in. I saw the patient with 'ray colleagues, Drs. Coe and Jarman, 
and after thorough examination under chloroform, the decision was 
reached that symphysiotomy best assured a living child. Accordingly, 
with the kind assistance of these gentlemen, I completed cervical dilata¬ 
tion by the hand, performed symphysiotomy, and delivered by podalic 
version. 
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The steps of the symphysiotomy were siraiiar to those just described, 
with the exception that the more slender Galbinti-Harris knife was used 
to cut the subpubic ligament. The foetal head being movable above the 
brim, this very essential part of the operation was not difficult. The 
pubic bones separated during extraction to the extent of 2 inches. 

The measurements of the foetal head were as follows (the child being 
premature by about four weeks): 


Bi-temporal 

Bi-jmrietal 

Occipito-mental 

Occipito-irontnl 

Sub-occipito-bregmatic 

Circumference . 

Male child, weighing 


2g inches. 
3|r “ 


■ik 

■ik 



5.1 pounds. 


The convalescence of the patient was uninterruptedly normal. She 
was out of bed on the twenty-first day, and walked for the first time on 
the twenty-fourth day. On March 23d, when examined in the erect 
position and whilst walking, there existed slight mobility at the sym¬ 
physis, although there was close union. At this writing (March 31st), 
forty days after operation, the patient walks well; there is slight motion 
at the symphysis; the child is alive. 


Remarks. —This patient might have been delivered by forceps through 
protracted moulding of the foetal head: very likely, however, with re¬ 
sulting stillbirth, or, at any rate, with grave lesion (due to pressure) 
of the foetal brain. Herein, indeed, lies one of the great results to be 
predicated from symphysiotomy when it shall have been proven perfect 
in its ultimate results from the maternal standpoint. The wider my 
experience, the more the truth is forced upon me that many a deficient 
intellect might be traced to protracted labor and to the means resorted 
to for delivery—such as prolonged forceps traction from the pelvic brim 
or difficult extraction of the head after version. 

In the year 1890 I performed the Ckesarean section twice under the 
relative indication. The measurements of the pelves and the diameters 
of the fcetal head were approximately like those in these two cases of 
symphysiotomy. (Vide Transactions of the American Gynecological 
Society for the year 1890.) Up to September, 1892,1 was a determined 
advocate of the Cresarean section whenever, other things equal, it was 
possible thus to avoid destruction of the living fcetus. The future of this 
operation was most brilliant, its results were constantly being bettered. 
Under the new order of things I am obliged for the present to look upon 
symphysiotomy as an operation bidding fair to displace the Ciesarean 
section under the relative indication. It is my hope that the record of 
the former operation in this country will justify the shelving of the 
latter, more formidable operation. Whilst I propose to advocate and to 
perform symphysiotomy, it will be with exceeding caution until it shall 
have been clearly proven that the operation entails no ultimate dis- 
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ability. Then, indeed, we will have witnessed the dawn of the day when 
embryotomy of the living finds no justification. Until then, however, 
I would emphasize my prelude: Feslina lente. 


PSEUDARTHROSIS (INCLUDING ALL VARIETIES OF DELAYED 
AND NON-UNION): WITH ILLUSTRATIVE CASES. 

By Roswell Park, A.M., M.D., 

rr.oFESsoit or surgery, university of buffalo ; surgeon to the 
BUFFALO GENERAL HOSPITAL. 

I. Simple Delayed Union. (Slay be caused by shock, old age, rhachitis, 
gestation, lactation, scorbutus, syphilis, cancer, paralysis, local unrest.) 

II. Complete Separation; Detachment of Fragments; Non-union. (May be 
due to above causes, faulty fixation, interposition of soft parts. The 
bone ends may be variously altered.) 

III. Fibrous Union. (With or without much deformity.) 

IV. Ostenphytic Pseudar thro sis. (May be connected with tuberculosis, syphilis, 

cancer, hydatid cysts, etc.) 

V. Fibro-synovial—True New Joint. 

I. Simple Delayed Union. 

When a bone which should have thoroughly consolidated after six or 
eight weeks has not become united after eight or ten weeks, we have a 
right to speak of it as a case of delayed union. It is not proper, how¬ 
ever, to call it non-union, for union of the fracture may still occur. 
Delayed union is, therefore, a relative term, the time at which its use 
becomes proper being rather indefinite. The causes that may operate 
to lead to delayed union are numerous. Shock is not a common, but 
is still a recognized, cause. Old age is a common cause. Rhachitic 
children, or even elderly persons, are apt to have delayed union. 
The preparation of the foetus, or of the milk for the newborn, may 
make such a demand for alkaline salts that gestation and lactation may 
divert the necessary materials from the seat of fracture to the uterus or 
the breasts, and may thus act as causes of delayed union. Scorbutic 
patients often have delayed union or none at all. Syphilis, especially 
the tertiary forms, may delay the repair of a fracture. Cancer sometimes 
produces a condition of the system in which there is fragility of bone, 
and, by another manifestation of the same tendency, there may be de¬ 
layed union after fracture. If a patient breaks a paralyzed and atrophied 
limb there is often not enough nutritive activity to bring about speedy 
repair. Any diathesis may tend toward non-union. Local unrest, which 
includes the failure to provide a limb with proper support in the way of 
splints, may also act as a cause of delayed union. 



